Introduction
Patients presenting with sudden onset neurological symptoms, conventionally thought to be due to vascular phenomenon, have one common differential diagnosissubarachnoid hemorrhage. Another important differential is ischemic stroke. An uncommon cause of such acute symptoms can be hemorrhage in a pre-existing tumor, that is, intratumoral hemorrhage [1] . In this case, suddenness of symptoms, morphology of lesion, closeness to a major intracranial vessel, presence of infarct -all lead us to diagnose tumor with bleed with a differential diagnosis of ruptured large aneurysm.
Case Report
A 60-year-old male presented with seizures and loss of consciousness 12 h prior to admission. The episode was sudden in onset. On examination, the patient was aphasic with right hemiparesis with no papilledema. Patient was a known hypertensive and chronic smoker. Non-contrast CT (NCCT) head ( fig. 1 a) showed a circumscribed lesion in the left anterior medial temporal lobe, which was heterogeneously hypodense with hyperdense areas posteriorly suggesting an acute hemorrhage. There was mild perilesional edema. A provisional diagnosis of large partially/completely thrombosed aneurysm (with recent bleed) arising from the left middle cerebral artery (MCA) was made. Cerebral CT angiography (CTA; fig. 1 b) revealed non-opacification of left MCA. Furthermore, a dig-
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ital subtraction angiography (DSA; fig. 1 c) was done, which revealed extrinsic compression of left MCA with no evidence of aneurysm. At this stage, the diagnosis was again reviewed and a possibility of tumor with bleed was considered. Contrast enhanced MRI ( fig. 1 d-g ) revealed a circumscribed heterogeneous hemorrhagic lesion with mild perilesional edema in left medial temporal lobe. The lesion was hyperintense on T2-weighted images and showed subacute hemorrhage in the posterior aspect. There was thick irregular peripheral enhancement of the lesion. The lesion was found to abutting the MCA. Diffusion weighted image (DWI) and apparent diffusion coefficient (ADC) images ( fig. 1 h, i) showed acute infarct in left basal ganglia and left fronto-parietal lobes.
With a diagnosis of high-grade glioma, the patient was taken up for surgery. Left temporal craniotomy and transcortical route through inferior temporal gyrus was taken. There were areas of bleed present. The tumor was soft, suckable with central areas of necrosis. It was abutting MCA and its branches. Gross total excision was achieved ( fig. 1 j) . Histopathology was glioblastoma multiforme. 
Discussion
In this case, we were initially misled to a diagnosis of thrombosed aneurysm because of -(a) history suggestive of ictus (i.e. sudden deterioration), (b) right hemiparesis, (c) circumscribed hemorrhagic lesion in left temporal region very close to MCA, and (d) no/minimal mass effect. Further cerebral CTA and DSA showed non-opacification of MCA, which was attributed to thrombo-embolism from a large thrombosed aneurysm with complete occlusion of neck.
MRI revealed that the lesion was hemorrhagic with blood in different stages of evolution, incomplete thick hemosiderin rim and irregular enhancement of tumor wall suggestive of high-grade glioma [2] . However, even on MRI some findings remained inconsistent with a diagnosis of high-grade glioma with bleed. These unexplained findings include: (a) minimal mass effect [2] , (b) extrinsic compression causing complete, sudden onset cut-off of MCA on CTA which is uncommon in glioma [3] , and (c) acute infarct in the region of left basal ganglia. The last finding continued to perplex us, and plausible explanations of bleed in tumor causing vasospasm, tumor embolism was considered.
The combination of hemorrhage and ischemic stroke misled us to think of an aneurysm rather than a tumor bleed. There were pointers both in favor of as well as against the diagnosis (vide supra). Therefore, a complex hemorrhagic cerebral tumor with acute presentation and discordant finding on CT or CTA should be characterized preoperatively. A large thrombosed aneurysm remains an important differential diagnosis.
